lack of control. For the last two or three weeks before admission there had been delay in beginning micturition. Bowels opened regularly with aperients. March 2, 1927 : Membranes ruptured, and meconium was noticed to be escaping soon afterwards. No labour pains had been felt. These dates were all confirmed by the patient's doctor. No history of any previous illness.
On  pulse, 108; respiration, 28. Breasts active. Abdomen enlarged by a tumour running from the right side of the pelvis up to the right costal margin, the left half of the abdomen being free of the tumour. The tumour was felt to be the uterus tightly enveloping the fcotus, the head being in the upper pole, limbs to the left, the outline being easily palpated. No contractions could be felt. Fcetal heart sounds-somewhat feeble-were heard at the level of the umbilicus on the right side. There appeared to be no liquor amnii.
Bimanully, the cervix was found to be high up and continuous with the abdominal tumour, the external os just admitting the tip of a finger, with meconium escaping from it. A rounded boggy swelling could be felt through the left lateral fornix filling up the left side of the pelvis, and apparently not continuous with the cervix. The urine contained a small amount of albumin.
A preliminary diagnosis of a post-mature fcetus, possibly in a bicornute uterus, was made. As it was considered impossible for the child to be born alive, or even delivered at all, it was decided to open the abdomen.
Operation under chloroform aniesthesia. On opening the abdominal cavity the diagnosis was confirmed. The child was lying in one horn of the uterus, the wall of which was flabby. The other horn was the mass in the left side of the pelvis and contained several small fibroids. On opening the pregnant horn it was found that the child was adherent to the membranes from which it had to be peeled off. It was then delivered in a state of white asphyxia. The placenta and membranes were removed, and the uterine cavity was washed out with flavine. The uterine wall was closed with buried silkworm-gut sutures and a continuous catgut suture in the peritoneum. I then removed the other horn and closed the abdomen.
The child responded to resuscitation after prolonged treatment. It was very emaciated, with the skin peeling and wrinkled, and it had long nails.
The patient was in a state of collapse for the first twelve hours, and had considerable distension and flatulence, but after that she began to make a good recovery. Five days later she complained of severe pain in the right axilla, and there were signs of pleurisy. An effusion formed and was tapped, a straw-coloured fluid being withdrawn containing mostly mononuclear leucocytes; no organisms were found. May 19: The patient got up, and a few days later she had some pain in the left leg, but no cedema or tenderness. She was kept in bed for a week, after which she rapidly improved, and left the hospital on June 12.
The child did not improve during the first few days, and then began to gain weight. The umbilical cord remained moist and showed no signs of separating; later it became septic. The child then began to lose ground, and died twenty days after birth.
The placenta was a partial "battledore" with calcareous areas present. Microscopic sections showed "evidence of atrophic changes in the tissue."
Sections from the second horn showed "the presence of masses of decidual cells, with marked degenerative signs." Recurrent Melanotic Sarcoma of the Clitoris.-FRANCES IVENS-KNOWLES, C.B.E., M.S. This specimen of recurrent melanotic sarcoma of the clitoris is of interest on account of the rarity of such tumours, and of its relatively slight malignancy, a period of six years having elapsed from the time the growth was first noticed by the patient to the present time when she is alive and well. Very few cases of melanotic sarcoma of the clitoris have been recorded and in nearly all there is a history of very rapid recurrence, only one patient surviving as long as five years and a half after the primary operation.
When I showed the original specimen at a meeting of the North of England Obstetrical and Gynaecological Society in November, 1926, eighteen months after operation, I suggested as favourable points affecting prognosis, the absence of ulceration and fixation, the absence of enlarged inguinal glands, and the scanty pigmentation,>which occurred only in patches. This good prognosis has been justified as I was not asked to see the patient again until December, 1929, when I removed an indurated mass the size of an egg from the left labium majus, adherent only at the site of the scar of the previous operation on the inner border of the tumour.
Four days after operation a radium needle, 2 mgm., was inserted into the wound for 48 hours. Healing was satisfactory and the patient is now in excellent health.
Macroscopically, on section the fresh specimen presented a grey surface, more deeply pigmented areas being scattered through it.
Microscopically the growth is a spindle-celled sarcoma and shows scanty brown pigmentation very unevenly distributed.
